Objective: To empirically evaluate the diagnostic relevance of the proposed Diagnostic and Statistical Manual of Mental Disorders (5th ed.; DSM-5; APA, 2013) Criterion-A frequency threshold for nonsuicidal self-injury (NSSI) disorder. Method: Archival, de-identified, self-reported clinical assessment data from 746 adolescent psychiatric patients (M age ϭ 14.97; 88% female; 76% White) were used. The sample was randomly split into 2 unique samples for data analyses. Measures included assessments of NSSI, proposed DSM-5 NSSI-disorder criteria, psychopathology, dysfunction, distress, functional impairment, and suicidality. Results: Discriminant-function analyses run with Sample A identified a significant differentiation of groups based on a frequency of NSSI at 25 or more days in the past year, ⌳ ϭ .814, 2 (54) ϭ 72.59, p Ͻ .05, canonical R 2 ϭ .36. This cutoff was replicated in the second sample. All patients were coded into 1 of 3 empirically derived NSSI-frequency cutoff groups: high (Ͼ25 days), moderate (5-24 days), and low (1-4 days) and compared. The high-NSSI group scored higher on most NSSI features, including DSM-5-proposed Criterion-B and -C symptoms, depression, psychotic symptoms, substance abuse, borderline personality-disorder features, suicidal ideation, and suicide plans, than the moderate-and low-NSSI groups, who did not differ from each other on many of the variables.
Nonsuicidal self-injury (NSSI) disorder was introduced in the Diagnostic and Statistical Manual of Mental disorders (5th ed.; DSM-5) as a disorder for further study (APA, 2013) . This inclusion was based on initial research providing evidence for NSSI to be recognized as a distinct psychiatric disorder (Muehlenkamp, 2005; Ross & Heath, 2002) . However, the proposed criteria for NSSI disorder have been under scrutiny ever since. Notably, the proposed criteria showed poor reliability in field trials (Regier et al., 2013) ,and studies evaluating the validity of the criterion set as a whole have shown inconsistent results (Washburn, Potthoff, Juzwin, & Styer, 2015) . Establishing empirically validated criteria for NSSI disorder would be particularly useful for adolescent patients, as they comprise the age group with the highest prevalence of NSSI behavior (Muehlenkamp, Claes, Havertape, & Plener, 2012) , and NSSI is among the primary reasons for inpatient hospitalization (DHHS Maternal & Child Health Bureau, 2011) .
Some examination of the NSSI-disorder criteria has occurred for Criterion A, which specifies the minimum frequency and duration of NSSI behavior to meet a clinical threshold for severity. To meet Criterion A, individuals must report engaging in NSSI behavior that causes damage to the surface of the body on 5 or more days within the past 12 months; is likely to cause bleeding, bruising, or other pain; and must be engaged in without suicidal intent (APA, 2013) . The minimums for this criterion originated from theoretical works suggesting that 5 or more acts of NSSI in one year would be considered repetitive, and therefore in need of clinical attention (Muehlenkamp, 2005; Shaffer & Jacobson, 2009 ). However, since the DSM-5 (APA, 2013) criteria have been published, a handful of studies have repeatedly called into question the clinical utility of the diagnostic criteria as a whole, and specifically Criterion A in its current form (Brausch, Muehlenkamp, & Washburn, 2016; Selby, Kranzler, Fehling, & Panza, 2015) .
Research thus far on NSSI-disorder criteria has indicated the need to revisit the minimums for frequency to determine a clinically useful threshold for accurate diagnosis and subsequent intervention. Although at least one study found that a sample of clinicians in independent practice and expert NSSI researchers rated the proposed criteria as being accurately reflective of patients presenting with NSSI (Lengel & Mullins-Sweatt, 2013) , several empirical studies have provided evidence that individuals meeting DSM criteria report frequencies that are much higher than the minimum. For example, a Swedish study reported an average of 11 acts of NSSI in community adolescents who met criteria for NSSI disorder (Zetterqvist, Lundh, Dahlstrom, & Svedin, 2013) . Andover (2014) found that individuals meeting diagnostic criteria reported NSSI on 86 days in the past 12 months on average, compared with 6 days for the control group in a sample of community adults. Washburn and colleagues (Washburn et al., 2015) found a similar discrepancy in mean NSSI engagement in a clinical sample, with the NSSI-disorder group reporting 76.8 days and the subdiagnostic group reporting 1.9 days. Although these studies provide support and evidence for identifying diagnostic criteria for NSSI disorder, they represent only the first step in evaluating the criteria. These studies first divided participants into groups based on whether or not they met the proposed criteria for NSSI disorder, and then compared the groups on various factors, including NSSI frequency, functions, and psychopathology. Given the wide range of NSSI frequencies found across these studies among individuals meeting proposed criteria for NSSI disorder, data-driven techniques for identifying a clinically meaningful cutoff for NSSI frequency is needed.
In response to the seemingly low number of NSSI incidents required for diagnosis of the disorder, more recent research has explicitly examined optimal cutoffs for NSSI frequency using data-driven techniques. In a sample of 428 college undergraduates, Ammerman, Jacobucci, Kleiman, Muehlenkamp, and McCloskey, (2017) found a split between five and six instances of NSSI using structural equation modeling trees, which aligns well with the proposed DSM-5 criterion. The six-plus NSSI group reported significantly greater suicidality and psychopathology than the 1-5 NSSI group. However, the authors noted that quality of life decreased as NSSI frequency increased, and a second threshold of 25 acts of NSSI was identified. Furthermore, one limitation of the structural equation modeling (SEM) tree approach is that subsequent splits in data (the "trees") are dependent on the initial split in the data. The sample used by Ammerman et al. (2017) included participants with no history of NSSI; thus, the first meaningful split in the data occurred between zero and one act of NSSI. If this study had only included individuals with NSSI history, the results of the modeling analysis would likely have been different. A similar study using a sample of 468 college undergraduates, all of whom reported a history of NSSI, found an optimal split between nine and 10 instances using discriminant-function analysis (DFA; . This study also found that individuals above their empirically derived NSSI-frequency threshold reported more psychopathology, greater distress, more impairment, and more functions for NSSI than the subthreshold-frequency individuals and controls.
Both of these studies, however, were conducted with undergraduate students, who are unlikely to be representative of the clinical populations diagnosed with the DSM-5 (APA, 2013). Although there seems to be agreement that increased NSSI frequency is associated with more negative outcomes and concurrent issues, there remains inconsistency in determining the optimal frequency threshold for identifying clinically significant self-injury. This information is especially needed for adolescents, who comprise the age group with the highest prevalence of NSSI behavior (Muehlenkamp et al., 2012) . Given that there are only two known studies that have used datadriven methods to identify an optional cutoff for NSSI-disorder frequency and that they studied university-based samples, the aim of the current study was to empirically evaluate the frequency threshold for Criterion A in a clinical sample of adolescents. Based on available research assessing this particular criterion, it was expected that an optimal split between threshold and subthreshold NSSI frequency would be at least between nine and 10 acts of NSSI. It was further hypothesized that adolescents who were above the optimal frequency threshold would endorse other DSM-5 criteria for NSSI disorder at a significantly higher level compared with adolescents who were below the optimal frequency. Adolescents above the threshold were also expected to report stronger endorsement of NSSI functions, more psychopathology, and greater suicidality than those below the threshold.
Method

Study Sample
Data were collected from archival clinical assessments of 825 adolescent patients (88.1% girls) consecutively admitted to an This document is copyrighted by the American Psychological Association or one of its allied publishers.
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acute care treatment program designed to treat NSSI and/or suicidal behavior. At the time of the assessment, 586 patients (71% of the sample) were admitted to inpatient treatment, with the remaining sample receiving a combination of intensive outpatient day treatment and partial hospitalization. The mean age of participants was 14.97 years (SD ϭ 1.37), and predominantly non-Hispanic White (76.4%), followed by patients identifying as Hispanic (14.1%), African American (1.6%), and other race/ethnicities (3%); race/ethnicity data were not available for 5% of the sample. Patients were assigned up to five diagnoses based on International Classification of Diseases -9th edition (ICD-9) diagnostic criteria from an attending psychiatrist using a nonstandardized clinical evaluation. A majority of the sample received a primary diagnosis of a mood disorder (86.9%), including major depressive (66.6%) and bipolar disorders (4.3%). Primary diagnoses also included anxiety disorders (1.9%), eating disorders (0.9%), and schizophrenia and other psychotic disorders (0.4%). Attending psychiatrists did not diagnose personality disorders because of the age of the sample.
Procedure
Patients completed a series of self-report measures, including detailed assessments of NSSI, at the time of admission as part of routine clinical assessment and outcome-monitoring procedures. All data were de-identified prior to the data analyses, consistent with safe-harbor standards; data collection, analyses, and deidentification processes were approved by the hospital's institutional review board. Given the archival nature of the data and the de-identification process, the current data analyses were deemed exempt from further review per federal guidelines.
Measures
Alexian Brothers Assessment of Self-Injury (ABASI). The ABASI (Washburn et al., 2015) is designed as a self-report clinical assessment of DSM-5 (APA, 2013) NSSI-disorder criteria for individuals who are known to be engaging in NSSI; items are structured to assess each DSM-5 criterion. Criterion A asks patients to report the number of days in the past year in which they engaged in NSSI behaviors (e.g., cutting/carving, burning, banging/hitting). A total score for number of days engaged in NSSI in the past year was calculated by summing frequency responses for each NSSI behavior. Criterion B is assessed with a set of three items, rated on a 5-point (1-5) Likert scale from strongly disagree to strongly agree, using the prompt, "When I self-injure, I expect that it will . . ." for each of the following items: "provide relief from negative feelings or thoughts" (B-1); "fix or resolve problems with other people" (B-2); and "create or increase positive feelings (happy, joyful, excited, cheerful, etc.)" (B-3). Criterion C features were evaluated with four items rated on a 5-point (1 -5) Likert scale from none of the time to all of the time using the prompt, "In the past year (12 months), how often did you . . ." for each of the following items: "have negative feelings or thoughts (distress, anger, sadness, anxiety, tension, self-criticism, etc.) immediately before self-injuring?" (C-1a); "have difficulties or problems with other people immediately before self-injuring?" (C-1b); "experience a strong desire or urge to hurt yourself that was difficult to resist before self-injuring?" (C-2); and "think about hurting yourself?" (C-3). The ABASI also assesses features of NSSI such as the age of onset, body areas injured, impulsivity of the self-injury (e.g., how much time elapses between urge and act), and average number self-injuries each day.
Frequency and severity of NSSI in the past week. A standardized, weekly treatment-monitoring form assessed patient NSSI over the course of the treatment stay. Two items from that form were adopted for the current study. The following question was used to assess recent (past-week) NSSI: "How many times did you intentionally (on purpose) injure or hurt yourself in the last week?" with response categories: none, 1-2 times, 3-4 times, 5-10 times, and Ͼ10 times. To estimate severity of NSSI, the question used was: "Please rate how serious your worst injury was in the last week: mild (no care needed) ϭ 1, moderate (some care needed) ϭ 2, severe (required medical care) ϭ 3. Only responses for the week prior to admission into treatment (i.e., week prior to the initial assessment) were used in the current analyses.
Behavioral and Symptom Identification Scale (BASIS-24). The BASIS-24 (Eisen, Gerena, Ranganathan, Esch, & Idiculla, 2006 ) is a self-report inventory assessing symptoms of psychopathology across six domains: Depression, General Functioning, Interpersonal Problems, Emotional Lability, Psychosis, and Alcohol/Drug Use. The BASIS total score ranges from 0 to 4, with higher scores indicating greater psychopathology. Scores are obtained by using a weighted sum derived by multiplying each item's rating by the item's weight and then totaling all 24 of the weighted ratings. The reliability and validity of the scale is adequate (Eisen et al., 2006) .
The BASIS-24 also includes a two-item self-harm subscale, one of which assesses suicidal ideation ("How often do you think about ending your life?"). Unweighted ratings on this item ranging from 0 (none of the time) to 4 (all of the time) were used in the current study as a measure of suicidal ideation.
Quality of Life Enjoyment and Satisfaction Scale-Short form (QLES).
The QLES (Endicott, Nee, Harrison, & Blumenthal, 1993) consists of 14 items designed to assess levels of enjoyment and satisfaction with life in the past week across the following areas of functioning: physical health, mood, school/ learning, interpersonal relationships, economic status, and ability to complete work/hobbies. Items are rated on a 5-point scale ranging from very poor to very good. Responses to items are summed to compute a maximum score that is a proportion (0 -100%) of the maximum possible score of 70. The QLES has adequate reliability and validity (Endicott et al., 1993; Rapaport, Clary, Fayyad, & Endicott, 2005) .
Work and Social Adjustment Scale (WSAS).
The WSAS (Mundt, Marks, Shear, & Greist, 2002 ) is a five-item self-report scale assessing functional impairment associated with an identified disorder or problem (e.g., self-injury). Responses are rated on an 8-point scale ranging from no impairment to very severe impairment. Scores are obtained by summing responses to the items and range from 0 to 40, with higher scores indicating greater impairment. The WSAS has adequate reliability and validity (MataixCols et al., 2005; Mundt et al., 2013) .
Borderline Evaluation of Severity Over Time (BEST). The BEST (Pfohl et al., 2009 ) consists of 15 self-report items that measure the severity of thoughts, emotions, and behaviors typical of borderline personality disorder. The total scale score was used in the current study and was calculated by summing the two This document is copyrighted by the American Psychological Association or one of its allied publishers.
pathology subscales and subtracting the positive behavior subscale, such that higher scores reflect greater borderline pathology. The BEST has adequate reliability and validity (Pfohl et al., 2009) . Suicide plan and attempts. Data on whether or not a patient had formulated a plan to attempt suicide in the past year were extracted from clinical records, and ever attempting suicide was assessed with the following item on the ABASI (Washburn et al., 2015) : "Have you ever attempted suicide or tried to kill yourself?" These items were coded as present (1) or not-present (0).
Data Analysis
To evaluate the primary hypothesis associated with the accuracy of Criterion A, DFAs were conducted with participants who reported having engaged in NSSI. To be consistent with DSM-5-described behaviors (APA, 2013) for NSSI disorder, only participants who endorsed engaging in at least one act of cutting, skin carving, burning, or hitting/banging within the past year were included in analyses (40 participants were excluded). Participants with missing data on any of the discriminating predictor variables were also excluded (39 participants), leaving a final sample of 746 participants. Given that results obtained from DFAs are highly dependent on sample characteristics, the full sample was randomly divided into two unique samples using the random sample-splitting feature in SPSS. Sample A (n ϭ 368; mean age ϭ 14.9, SD ϭ 1.37; 88.1% female; mean NSSI frequency ϭ 68.33, SD ϭ 88.43) was used to establish the initial frequency cutoff point with a DFA. Analyses with Sample B (n ϭ 378; mean age ϭ 15.0, SD ϭ 1.38; 88.1% female; mean NSSI frequency ϭ 52.13, SD ϭ 72.52) were conducted to evaluate whether the findings from sample A would replicate in a new sample, providing some cross-validation of the initial cutoff point identified.
The data for NSSI frequency was checked for skew, 1.69 (SE ϭ .09), and kurtosis, 1.87 (SE ϭ .18), which fell within an acceptable range (George & Mallery, 2010) so the data were not transformed for analyses. Similarly, skew and kurtosis were within acceptable ranges for each of the predictor variables (range Ϫ.44 to .13 for skew; Ϫ.78 to Ϫ.07 for kurtosis). Box's M test of equality of covariances was marginally significant (146.62, p ϭ .04), but given the large number of degrees of freedom, was deemed to be minimally satisfactory (Field, 2013) . Due to the sensitivity of Box's M test to sample size, we also inspected the log determinants. Equality of covariances is indicated by similar logdeterminant values across groups. Inspection of the log determinants indicated that 84% (16/19) were similar or equal to each other, which is sufficient for the large number of frequency groups in the analysis, given that the other assumptions underlying DFA were met, and DFA is relatively robust to violations of multivariate normality (Field, 2013; Tabachnick & Fidell, 2012) . Inspection of boxplots and stem-and-leaf plots also indicated adequate multivariate normality for the predictor variables. To manage the range of frequencies reported for days in which NSSI occurred, the frequency variable was categorized into five-unit chunks up to 90 or more, resulting in 19 distinct categories (e.g., 1-4 times, 5-9 times, 10 -14 times, etc.). The five-unit frequency chunks were chosen based upon the current DSM-5 diagnostic criteria, such that, with the current analyses, we could evaluate whether the Ͼ5-day criterion in which NSSI occurred in the past year was an adequate cutoff. The predictor variables included the BASIS-24 total score (Eisen et al., 2006) , QLES total score (Endicott et al., 1993) , and the WSAS total scale score (Mundt et al., 2002) . Given the different scaling used across measures, all scores were z-transformed to standardize the variables prior to the discriminant analyses. The predictor variables were all significantly correlated with each other, but did not show evidence of multicollinearity (rs ϭ .46Ϫ.71).
Follow-up multivariate analyses of covariance (MANCOVAs) with gender, age, and race/ethnicity as covariates were conducted to examine differences across measures of psychopathology symptoms, suicide ideation and attempts, and NSSI features and functions using the new diagnostic groupings based on the results from the DFAs. Pillai's trace statistic was used to assess significance for all multivariate analyses because it is robust to potential violations of multivariate normality and it is among the most robust multivariate statistic when groups differ along more than one variate (Field, 2013) .
Results
NSSI Characteristics
The most commonly endorsed method for NSSI was cutting (98.7%), followed by carving (35.6%), burning/branding (24.9%), and hitting/banging (22.9%). Across all behaviors and participants, the mean frequency of days on which NSSI acts occurred in the past year was 54.91 (SD ϭ 67.72). Participants indicated that they injured their arms (91.3%), legs (68.5%), stomach/abdomen (36.1%), hands (28.1%), and breasts/chest (5.6%). The mean age at which NSSI began was 12.55 years (SD ϭ 2.17), and all participants endorsed at least one of the DSM-5-listed functions for NSSI.
Discriminant-Function Analyses
Sample A. Three discriminant functions emerged from the discriminant analysis for NSSI frequency, which in combination, significantly differentiated the groups, ⌳ ϭ .814, 2 (54) ϭ 72.59, p Ͻ .05, but only the first function was meaningful. The first discriminant function explained 67% of the variance, canonical R 2 ϭ .36, whereas the second function only explained 18% of the variance, canonical R 2 ϭ .19. Removing the first function indicated that the second function did not significantly differentiate groups, ⌳ ϭ .93, 2 (34) ϭ 24.81, p ϭ .88; nor did the remaining function, ⌳ ϭ .97, 2 (16) ϭ 11.31, p ϭ .79. Thus, only the first function was interpreted. The correlations between the predictors and the first discriminant function revealed that although all were strongly associated (e.g., rs ϭ .61-.94), the BASIS-24 total score (Eisen et al., 2006) and WSAS total score (Mundt et al., 2002) held the absolute largest pooled within-groups correlation with the first function. High levels of psychopathology symptoms and poor work/social adjustment scores contributed the most to meaningfully differentiating the frequency groups. Lower quality of life/ satisfaction also differentiated the group centroids, but held a weaker relationship (.61). The discriminant plot of the functions at the group centroids showed that the first function best discriminated between reports of engaging in NSSI on Ն25 days in the past year and reports of 1-24 days on which NSSI occurred (see Table 1 ). This document is copyrighted by the American Psychological Association or one of its allied publishers.
Sample B. Similar to Sample A, three discriminant functions in combination significantly differentiated the groups, ⌳ ϭ .775, 2 (54) ϭ 93.20, p Ͻ .01, but only the first function was meaningful. The first discriminant function explained 60.1% of the variance, canonical R 2 ϭ .37, whereas the second function explained 21.8% of the variance, canonical R 2 ϭ .24. Removing the first function indicated that the second function did not significantly differentiate groups, ⌳ ϭ .90, 2 (34) ϭ 38.31, p ϭ .28; nor did the remaining function, ⌳ ϭ .95, 2 (16) ϭ 17.41, p ϭ .36. Only the first function was interpreted. The correlations between the predictors and the first discriminant function revealed that all were strongly associated (e.g., rs ϭ .62-.97). Similar to Sample A, high levels of psychopathology symptoms contributed most meaningfully to differentiating the frequency groups. However, a different pattern emerged for the other predictors. In this sample, the QLES total score (Endicott et al., 1993) held a stronger absolute pooled within-groups correlation with the first function than did the WSAS total score (Mundt et al., 2002) . Both low quality of life/satisfaction and poor work/social adjustment meaningfully differentiated the frequency groups. The discriminant plot of the functions at the group centroids showed that the first function best discriminated between reports of engaging in NSSI on 25 or more days in the past year and reports of 1 to 24 days on which NSSI occurred (see Table 1 ). These findings replicate and cross-validate the frequency cutoff identified.
Follow-Up Diagnostic Group Comparisons
The two samples were combined to conduct follow-up analyses. Using the discriminant-function results, participants were recategorized into three groups based on the frequency of days on which NSSI occurred in the past year. Participants who endorsed having engaged in NSSI on 25 or more days within the past 12 months were coded as "high-NSSI" (n ϭ 364), those who reported 5-24 days of NSSI in the past year were coded as "moderate-NSSI" (n ϭ 300). Given that the current DSM-5 criteria (APA, 2013) specify 5 or more days of NSSI in the past year, and the focus of the paper was to validate the frequency criterion generated from the present data, we also created a "low-NSSI" comparison group of participants reporting 1-4 days of NSSI in the past year (n ϭ 83). This group was used to determine whether the present moderate-NSSI group (5-24 days) is similar to, or different from, what would be the DSM-5-specified clinical subthreshold group (1-4 days). Based upon the new group categorization using a cutoff of 25 or more days in the past year, only 48.7% of the total sample would meet criterion A diagnostic criterion (compared with 88.9% using the published DSM-5 Criterion-A frequency cutoff).
To help validate the empirically derived Criterion-A diagnostic groups, a series of MANCOVAs with gender, age, and race/ ethnicity as the covariates were conducted to examine group differences on NSSI features including current DSM-5 (APA, 2013) Criteria-B and -C symptoms, symptoms of psychopathology, and suicidal ideation/attempts, as well as proxies of Criterion E, quality of life and social/work impairment. Bonferroni corrections were applied to correct for Type-I error rates when group means were compared. Results from each set of MANCOVAs are presented in Table 2 . With regard to NSSI features, the full model was significant, Pillai's V ϭ .04, F(6, 1028) ϭ 2.72, p Ͻ .01, d ϭ 0.27, with group differences observed on the number of NSSI acts in the past week and severity of NSSI. No differences were observed for impulsivity of NSSI. The high-NSSI group reported significantly more acts and severity of NSSI than the other two groups, and no differences emerged between the low-and moderate-NSSI groups.
Group differences were observed in the analyses of the DSM-5 criterion B symptoms (e.g., functions/motives for NSSI), Pillai's This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
V ϭ 0.04, F(6, 1556) ϭ 5.56, p Ͻ .001, d ϭ 0.29, with pairwise comparisons showing significant differences between all three groups on the relevance of each function (see Table 2 ). However, the high-NSSI group did not significantly differ from the moderate-NSSI group on the "relieve interpersonal problems" and "increase positive feelings" functions, but both the moderate-and high-NSSI groups significantly differed from the low-NSSI group on all three functions. A similar pattern emerged for DSM-5 Criterion C symptoms, Pillai's V ϭ 0.22, F(8, 1554) ϭ 24.42, p Ͻ .001, d ϭ 0.71, with pairwise comparisons demonstrating significantly increasing levels of endorsement for each symptom across the greater frequency groups (see Table 2 ). On the two measures assessing Criterion E features of impairment, multivariate group differences were also significant, Pillai's V ϭ .04, F(4, 1558) ϭ 8.57, p Ͻ .001, d ϭ 0.30. Pairwise comparisons identified that the high-NSSI group scored as significantly more impaired on the WSAS than both the moderate-and low-NSSI groups, who did not differ from each other (see Table 2 ). On the QLES, statistically significant differences were observed between all three groups. The poorest quality of life was in the high-NSSI group, followed by the moderate-NSSI group, which reported significantly poorer quality of life than the low-NSSI group (see Table 2 ). With regard to measures of psychopathology, the multivariate model was significant, Pillai's V ϭ 0.08, F(8, 1554) ϭ 8.45, p Ͻ .001, d ϭ 0.42. Pairwise comparisons showed that the high-NSSI group reported significantly greater symptoms of depression, psychosis, substance abuse, and borderline personality pathology than either the moderate-or low-NSSI groups (see Table 2 ). The greater symptom levels in the high-NSSI group relative to the other groups were unlikely to be influenced by differences in comorbid conditions, as no significant differences in the average number of DSM-5 diagnoses were observed across the three groups, F(2, 782) ϭ 0.15, p Ͼ .85. Also, there were no significant differences observed between the moderate-and low-NSSI groups on symptoms of psychosis, substance abuse, or borderline personality pathology, indicating that these two groups are not distinguishable with regard to some associated psychopathology. However, the moderate-NSSI group did report significantly higher levels of depressive symptoms than the low-NSSI group (see Table 2 ), suggesting that elevated depressive symptoms are associated with potential subclinical frequencies of NSSI engagement.
Due to missing data on some of the suicidality variables, sample sizes varied across the analyses run (see Table 2 ). To evaluate group difference on the continuous variable of suicidal ideation, an ANCOVA with gender, race/ethnicity, and age as covariates was run. Significant group differences were observed for suicidal ideation, F(2, 784) ϭ 33.18, p Ͻ .001, d ϭ 0.58, such that the high-NSSI group reported significantly higher levels of suicidal ideation than either the moderate-NSSI (mean difference ϭ 0.45, p Ͻ .001) or low-NSSI group (mean difference ϭ .86, p Ͻ .001). The moderate-NSSI and low-NSSI groups did not differ from each other (mean difference ϭ .10, p Ͼ .27). Chi-square analyses revealed that all three groups significantly differed from each other with regard to having formulated a suicide plan in the past year, Note. NSSI ϭ nonsuicidal self-injury.^Percent of participants endorsing item and chi-square analyses used to examine group differences. a High-NSSI group significantly different from both moderate-NSSI and low-NSSI groups. b Significant difference between high-NSSI group and low-NSSI group only.
c Moderate-NSSI group is significantly different from low-NSSI group. d High-NSSI group significantly different from moderate-NSSI group only; BASIS ϭ Behavioral and Symptom Identification Scale; BEST ϭ Borderline Evaluation of Severity Over Time Scale. This document is copyrighted by the American Psychological Association or one of its allied publishers.
such that the high-NSSI group had the largest proportion endorsing a suicide plan, followed by the moderate-NSSI group, and then the low-NSSI group (see Table 2 ). The proportion of participants across each of the diagnostic frequency groups who reported ever having attempted suicide in their lifetimes did not significantly differ (see Table 2 ).
Discussion
The results from the current study underscore the need for clinicians and researchers to be cautious in accepting the proposed Criterion-A symptom set for NSSI disorder currently provided in the DSM-5 (APA, 2013), as they may overpathologize individuals who infrequently engage in NSSI. Using data-driven methods, the current analyses identified that increased levels of distress, general psychopathology, and functional impairment differentiated adolescent patients reporting 25 or more days on which NSSI occurred from those reporting fewer days/acts of NSSI. This empirically derived frequency cutoff is much greater than the 5 days currently specified in the DSM-5, and supports expert suggestions and studies indicating that serious consideration should be given to raising the frequency threshold for diagnosis of NSSI disorder (Andover, 2014; Selby et al., 2015) .
The need to consider increasing the frequency threshold for NSSI disorder is also supported by the group comparisons revealing that the high-NSSI group scored in a more pathological and clinically severe direction on a notable majority of the dependent variables assessed than the low-and moderate-NSSI groups. Specifically, the high-NSSI group reported higher levels of depressive, psychotic, borderline personality, and substance abuse symptoms indicating that these adolescents are experiencing high levels of psychiatric distress that co-occur with their NSSI relative to the other two groups. The high-NSSI group also endorsed significantly greater levels of suicidal thinking and were more likely to have made a plan for a suicide attempt. Being able to demonstrate clinically meaningful differences in the associated pathology of an NSSI disorder with the higher frequency cutoff is an important contribution because previous studies have noted a lack of difference between those with and without NSSI disorder using the currently proposed DSM-5 criteria (Andover, 2014; Washburn et al., 2015) .
Along with meaningful differences in psychopathology and suicidality, the follow-up analyses found that the high-NSSI group reported more severe features of their NSSI, including endorsement of the Criterion B and C symptoms of DSM-5 proposed criteria (APA, 2013) , relative to the other two groups. Although the groups did not differ with regard to the impulsivity of their NSSI, the high-NSSI group endorsed a greater severity of NSSI and frequency of NSSI in the past week than either the low-or moderate-NSSI groups (who did not differ from each other). Similarly, the high-NSSI group endorsed the proposed DSM-5 NSSI-disorder Criterion-C features to a greater extent than the other two groups; albeit the moderate-NSSI group also differed from the low-NSSI group, having reported greater endorsement. This pattern of results suggests that the level at which a patient endorses Criterion-C features may be an indicator of potential severity of the NSSI, which has clinical relevance for diagnostic assessment and treatment planning.
In our sample, the moderate-NSSI group, which would include individuals identified for an NSSI disorder with the currently proposed DSM-5 criteria, fell between the low-NSSI group and the high-NSSI group on select variables. The moderate NSSI may characterize a subclinical presentation of NSSI disorder. It may be that the frequency range of 5-24 days of NSSI in the past year represents a transition phase from experimental NSSI to a clinically severe disorder. Consistent with this observation, the moderate-NSSI group did report greater depressive symptoms, lower quality of life, and increased suicidal ideation and planning than the low-NSSI group, but remained significantly lower than the high-NSSI group. These results indicate that the moderate-NSSI group is qualitatively different from the low-NSSI on some key features of NSSI disorder; but not as severe as those who would meet the empirically derived criteria.
Our identified moderate-NSSI group aligned with both frequency cutoff points (i.e., Ն6 times, Ն10 times) identified by the two other studies examining Criterion A within relatively wellfunctioning college students (Ammerman et al., 2017; . It may be that the currently proposed DSM-5 frequency criterion is valid for identifying a meaningful subclinical presentation of NSSI disorder, but that a valid disorder is identified at a higher threshold. Much of the research used to derive the proposed DSM-5 frequency criterion (APA, 2013) was based on college-student samples, and therefore was likely to have been biased toward a less severe range. Further supporting the need for a higher diagnostic threshold, is that within their sample of college students, Ammerman and colleagues (2017) reported a secondary threshold split at 25 acts of NSSI that was associated with decreasing quality of life. So their data indicated the best cutoff was at Ն6 acts of NSSI, but there did appear to be a second meaningful differentiation at 25 acts. These findings need to be replicated but do provide some converging evidence that the currently proposed threshold of Ն5 days on which NSSI occurs may represent a subclinical presentation, and that a cutoff of Ն25 days of NSSI best identifies a clinically severe level of pathology and disorder. Should this observation be true, it would behoove professionals to identify and intervene with this subclinical group, targeting them for prevention and treatment strategies in effort to decrease escalation to a full-blown disorder.
An alternative consideration, however, would be that the high-NSSI group represents a particularly severe subtype of an NSSI disorder rather than the lower boundary for a clinical disorder cutoff. It is important to acknowledge that the current data represent a relatively homogenous population of adolescents seeking treatment from a self-harm specialty clinic. Therefore, it is possible the severity and frequency of NSSI is greater than what is found in a general inpatient/partial hospital program. Additional studies are needed to replicate the current findings within more general and heterogenous treatment-seeking populations before definitive conclusions can be made about whether the cutoff of Ն25 days represents a diagnostic boundary or an indication of a severe presentation of NSSI disorder.
Relatedly, there was less clarity between groups on the DSM-5 Criterion-B features (APA, 2013). There were no differences between the high-NSSI group and the moderate-NSSI group regarding using NSSI to resolve interpersonal difficulties or induce a positive feeling state. The groups did differ on the extent to which NSSI was used to gain relief from negative feelings and thoughts, This document is copyrighted by the American Psychological Association or one of its allied publishers.
although the effect sizes were small across all the analyses. It appears that the reasons for engaging in NSSI do not substantially differ between those with more or less frequent NSSI, indicating that the motives listed are somewhat universal to NSSI engagement. These features may be important for describing the behavior, but not as relevant for discriminating among individuals who have a diagnosable, dysfunctional self-injury syndrome. The current results add to the growing literature suggesting that the Criterion-B features may lack clinical utility for diagnosis Glenn & Klonsky, 2013; Washburn et al., 2015) . Additional research is needed to continue to evaluate the clinical utility of all the DSM-5 proposed criteria for NSSI disorder.
Although the current study has many strengths, such as the large, representative sample of adolescent psychiatric patients and the effectiveness of using indicators of global dysfunction, functional impairment, and distress to discriminate groups (which is consistent with the harmful dysfunction approach to defining new disorders; Wakefield, 1992) , there are limitations to acknowledge. First, the data were archival, cross-sectional, and drawn from self-report clinical assessments conducted as part of a treatment intake process. This limited the range and type of variables assessed, and they were not originally collected for the purpose of this study. The sample was predominantly homogenous with regard to race/ethnicity and gender. A notable deficit in the study of NSSI is the limited representation of individuals from diverse backgrounds. When establishing criteria for a DSM disorder, it is important to ensure that the disorder is not biased toward or against different groups. Furthermore, the sample was comprised of adolescents at an inpatient/partial hospitalization treatment program for self-harm behaviors, which likely resulted in a sample skewed toward more severe NSSI. This clinical sample represents an expansion upon existing research, but it is still restricted to one end of the NSSI spectrum and a specific age range, limiting the generalizability of the findings. Additional studies of the proposed DSM-5 NSSI-disorder criteria (APA, 2013) are needed within heterogeneous groups of children, adolescents, and adults to more fully capture the true variability in frequency and severity of NSSI across the life span before definitive conclusions can be made regarding diagnostic cutoff criteria.
Future researchers should also consider incorporating multimethod approaches to evaluating NSSI-disorder criteria to ensure that method and sample biases do not skew the accuracy of the criteria that may be adopted. In the current study, we used DFAs to identify the clinical cutoff criteria, and this statistical procedure is highly dependent upon the sample characteristics, as well as assumptions about data distribution. The best use of data-driven statistical methods is when the goal is to differentiate groups based on specific known features (e.g., dysfunction, impairment). However, their sensitivity to sample characteristics makes replication essential for generalizability. The sample sensitivity could be part of the reason why other studies that used DFA in samples with less severe ranges of NSSI found a lower cutoff threshold (e.g., than the current study. Even though the current results were cross-validated in a second sample, the samples were quite similar. Thus, the current results will need to be replicated in new, diverse samples, preferably using additional statistical techniques such as receiver operating characteristic curves (ROCs) and SEM trees; although these datadriven methods are also strongly influenced by sample characteristics.
New psychiatric syndromes need to be described with clear, clinically relevant, and empirically derived criteria that avoid overpathologizing less severe forms of a given behavior. Based on the growing body of research on NSSI disorder questioning the validity of the proposed criteria, those goals do not seem to have been achieved. Collectively, the current set of analyses lends credibility to considering the use of a higher frequency cutoff (i.e., 25 or more days of NSSI in the past year) than what is currently specified in the DSM-5 (APA, 2013) as a potentially valid diagnostic criterion. The pattern of results observed in the current study indicates that the empirically derived frequency threshold of Ն25 days effectively discriminates between adolescents engaged in self-injury who show elevated impairments and dysfunction relative to those with lower frequencies of NSSI. It is likely premature to draw a definitive conclusion regarding a clinically valid frequency criterion for NSSI disorder at this time, as many questions still need to be addressed. At a minimum, the current results, when combined with the two other existing studies evaluating the proposed DSM-5 NSSI-disorder frequency criterion, indicate that the field needs to empirically validate the suggested frequency cutoff criterion and may want to revisit the time-frame used for specifying the frequency threshold. Future studies that draw upon epidemiological data sets and those that include clinical and nonclinical or community populations, as well as individuals of diverse racial/ ethnic backgrounds, will be essential to identifying valid and clinically meaningful diagnostic criteria for NSSI disorder.
